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Objective: We explored challenges faced by hypercholes-
terolemic African-American primary care patients and their
physicians regarding therapeutic lifestyle changes (TLC) and
provide patient-influenced recommendations to physicians.
Methods: In this qualitative study, 23 urban family medicine
patients and their physicians (N=12) participated in sepa-
rate focus groups, where they were asked semistructured,
open-ended questions about knowledge and barriers to
lifestyle freatment of high cholesterol.

Results: During the focus groups, barriers mentioned by
physicians were: lack of time for TLC counseling, inade-
quate knowledge about counseling patients, and patient
readiness and responsibility to change. Patient-revealed
barriers included difficulty adhering to a diet/exercise regi-
men and a lack of knowledge about high cholesterol.
Patients who were successful with adopting a healthy
lifestyle identified personal experiences or those of family
and friends as motivating.

Conclusion: Physicians desire training and resources to bet-
ter help patients adopt diet and exercise regimens specific
to their general and health literacy and their access to
healthy foods, along with their readiness to change. Patients
desire that physicians tailor their TLC advice to be specific to
their context and they want help from physicians in setting
realistic goals. Such a patient-centered counseling
approach may improve adherence to lifestyle guidelines
and, thus, clinical outcomes.
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INTRODUCTION
he health disparities of African Americans are
I well known, yet solutions to improving cardio-
vascular risk factors remain elusive. In the United
States, African Americans have a higher prevalence of
obesity and physical inactivity than whites, as well as
higher morbidity and mortality from coronary heart dis-
ease (CHD)."? Hypercholesterolemia, a modifiable risk
factor for CHD, may be treated with therapeutic lifestyle
changes (TLC) and cholesterol-lowering drugs. An esti-
mated 27% of all adult African Americans are candi-
dates for dietary therapy, and 6% may require adjunctive
pharmacological intervention to lower cholesterol.>*
However, the need for treatment may be substantially
higher in urban patients. Foster and Jackson® reported
that >47% of African-American patients in an inner-city
clinic had untreated hypercholesterolemia.

Patients often want to avoid taking long-term lipid-
lowering medications,*® which supports the need for
physicians to prescribe TLC for this silent condition.
However, the Behavioral Risk Factor Surveillance Sys-
tem data indicate that less than half of obese patients
report being advised to lose weight by healthcare pro-
fessionals.” Physicians usually manage an average of
three problems per patient visit'® and often report that
they do not have adequate time to address the reason for
the visit,'" and rarely can provide adequate counseling
on TLC.!#"

Cross-sectional surveys of nonminority patients and
physicians have explored barriers to making behavioral
changes to improve cardiovascular disease or high cho-
lesterol.”*" The generalizability of these studies to the
attitudes, knowledge, behaviors and barriers of urban
African-American primary care patients is not well
established. Focus group studies have reported on
minority patient perceptions about cardiovascular dis-
ease, ! and ethnically effective methods for cholesterol
education,”” and physician perceptions about helping
patients make TLCs,'>* yet these studies have not
included the physicians who care for the patient respon-
dents. In order to obtain a more comprehensive under-
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standing of the challenges of effecting TLCs with
African-American patients, we conducted a study using
patient focus groups and focus groups of their family
physicians.

METHODS

Participants

Patients. Using a database from the clinical labora-
tory that serves a urban midwestern family medicine
center (FMC), 1,168 patients with a cholesterol test
within the previous 12 months were identified to deter-
mine the following eligibility criteria for participation in
the focus group discussion: 1) =1 total cholesterol labo-
ratory result >200 mg/dL, or 2) a high-density-lipopro-
tein level <40 mg/dL, or 3) an established patient who
visited the doctor in the past year. Six-hundred-seventy-
seven patients met these criteria and 160 were randomly
selected using SPSS software. The FMC physicians
were asked to review this patient list to identify candi-
dates for focus group discussions that were healthy
enough to participate and likely to contribute to the dis-
cussion. Eighty-four patients were suggested for the
study by their physicians and invited to participate with
a mailed invitation that was signed by the FMC medical
director; 28 patients responded with an interest in par-
ticipating. The patients were given a choice of four
dates; 23 attended one of these scheduled patient focus
group discussions.

Physicians. Staff physicians and second- and third-
year resident physicians who cared for patients at the
FMC over the previous three years were asked to partic-
ipate in separate focus groups. Thirteen were invited,
and 12 attended.

Table 1. Characteristics of physician and patient
focus group participants
Physicians (N=12)
Gender

Female 8 (66.6%)

Male 4 (33.3%)
Position

Faculty 5 (41.7%)

Resident® 7 (58.3%)
Patients (N=23)
Gender
Female 13 (56.5%)
Male 10 (43.5%)
Age.,®’ mean (range) 58 (40-77)
African American 23 (100%)
Health insurance® 23 (100%)
21 visit to PCP in past year 23 (100%)
a: second- and third-year residents; b: N=22; c: insurance:
public (Medicaid, Medicare) and private; PCP: primary care
physician

1896 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

Focus Group Training

The study team received five training sessions with
experienced focus group trainers. Each session lasted
3—4 hours. This training included the purpose of focus
groups, development of content, question design, mod-
erator skills, and role playing as well as focus group
planning, recruitment and implementation.

Patient and Physician Focus Groups

Two physician and four patient focus groups were
conducted. The groups were scheduled for two hours,
with the first 30 minutes dedicated to introductions, ori-
entation and a meal. All meetings were held at the FMC,
and as a participation incentive patients received $25
gift certificates from a local grocery store franchise.
Participants were informed that the sessions would be
audiotaped and assured of the anonymity of their
responses. The study was approved by our university
institutional review board. ‘

The focus group questions (Tables 2—4) were devel-
oped by the authors with input from a focus group con-
sultant. The questions were semistructured, using open-
ended questions with probes to direct the conversation.
The physician focus groups were held first, and discus-
sions from that group helped us to formulate and refine
the questions for the patient focus groups. Physicians and
patients were asked similar questions about hypercholes-
terolemia knowledge and counseling, barriers to prescrib-
ing or adherence to cholesterol-lowering medications,
and barriers to undertaking or prescribing TLC.

Analysis

All of the focus groups were moderated by an
African-American researcher, a physician with a back-
ground in family medicine (RD). A student research
assistant (JM) assisted with the operation of the equip-
ment and recording of nonverbal actions of the partici-
pants that indicated agreement or disagreement within
the group. The discussions were recorded on two micro-
cassette recorders to assure data integrity. The tapes
were transcribed verbatim and the transcriptions
checked against the tape for accuracy by JM and RD.
All identifying names were removed from the tran-
scripts and substituted with letter codes. Each transcript
was read independently by three authors (KS, JB and
RD). The data was analyzed using the framework
approach,” in which the data was organized by themes
framed by the research objectives and the respondents’
answers to the questions. These themes were indexed,
charted and mapped into emergent themes related to
high cholesterol knowledge and TLC. The researchers
met to compare themes from the transcripts; differences
in choice of emergent themes among the researchers
were reconciled through discussion until a consensus
was reached.
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RESULTS

Characteristics of the Group

The demographic characteristics of the physician
and patient focus groups are summarized in Table 1. All
patients visited their primary care physician =1 within
the past year, with the majority visiting =3 times. Most
had comorbidities, including hypertension and diabetes,
and most were taking =1 long-term medication for a
chronic condition. The patients, although not familiar
with each other, seemed comfortable and appeared to
enjoy themselves, with each contributing to the lively
conversations generated by the questions. Although the
research team was open to following any new conversa-
tion threads generated from the conversations, the group
discussions remained centered on the questions in
Tables 2—4.

High Cholesterol Awareness,
Treatment And Counseling

Focus group participants were asked questions relat-
ed to awareness, treatment and counseling of hypercho-
lesterolemia. Table 2 outlines patient and physician
responses. Patients varied in their knowledge of choles-
terol; some did not know the meaning of “cholesterol” or
how to treat elevated levels. Others had good knowledge
and mentioned the conventional treatments. At least one
person in each focus group mentioned heart attack when
describing a consequence of high cholesterol.

Therapeutic Lifestyle Changes
Counseling

Physician advice on lifestyle changes. Physicians
were asked how they advised their patients about diet
and exercise (Table 3). Strategies varied from providing
diet sheets to using an ethnically sensitive approach.
Most physicians described a patient-centered approach
based on the rapport they had with the patient and
patient readiness to change and responsibility for self-
care, as suggested in the following comments:

¢ “Itell them to set measurable goals and to give
yourself some time and credit for trying.”

» “I assess their level of readiness ... if they’re not
ready, they’re not ready.”

*  “You have to be ethnically correct. You have to take
into consideration their background and modify
their diet based on that, because it is hard for some
people to follow just an American diet that is most
probably contained in the brochures.”

¢ “Tell them when to eat, what not to eat, and
sometimes ... if they have a computer, I tell them
what sites to go on and print out the instructions.”

*  “You have to ask them if they are ready to do it,
because if they’re not ready, you’re just wasting
your breath.”
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Patient recollection of lifestyle counseling. Patients
recalled physician advice to make lifestyle changes to
improve their high cholesterol or another chronic condi-
tion, or more generally for weight loss, diet and exercise
(Table 3).

*  “My first doctor knew I had a cholesterol problem,
and he was talking about diet and exercising, you
know, what kind of food that you should eat, what
kind of food that you shouldn’t eat, and the way
you prepare your meals.”

* “I need better explanations on what to do about it,
what to eat and what not to eat.”

Therapevutic Lifestyle Changes:
Barriers and Motivators

Physician barriers. Physicians were asked to
describe barriers they faced in counseling their hyperc-
holesterolemic patients about diet and exercise (Table 3).
Physicians mentioned a lack of time, unrealistic guide-
line goals, inadequate physician knowledge about diet
and exercise counseling, and patient factors as barriers.

* “Sometimes, we have patients for the first time who
have too many problems and then we may choose
to treat them one step at a time and not do all of
them together. We may get to them [discussion of
TLC] in a couple of months when we get their
sugar to where it should be.”

* “Some [guidelines] might not seem realistic, where
they’re telling you that the LDL [low-density-
lipoprotein] for diabetic and cardiovascular patients
has to be <100. Now if you get the average person
on the street, it will be around 120.”

+ “Knowing your patient is important. I (said to a
patient) ‘Your bad cholesterol ...; and he said, ‘Is that
my LDL?’ The patient was using all of these
terminologies and I thought, ‘OK, I am dealing with a
patient that has some knowledge of his condition.””

Physician perceptions of patient barriers. Physi-
cians discussed their perceptions of barriers that pre-
vented patients from making lifestyle changes (Table 4).
A lack of patient education, a lack of time and other
deterrents to exercise were frequently mentioned.

* “Most patients have a job, three or five children,
and they just don’t have the time.”

* “If you are the only one in the family trying to lose
weight and your husband is sitting across from
you eating a bag of chips—being in that situation
is kind of difficult.”

e “And I also heard from a lot of patients who say
that it is too cold outside and they cannot walk. So
basically, they do much of the walking when it is
spring and summer.”
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*  “You know, education is a big barrier. With people
who are educated, our job is easier; they also
understand better, so I think that the education
level is something that needs to be fixed.”

Patient barriers. Patients discussed the barriers that
they face with lifestyle changes (Table 3). Most barriers
were related to cholesterol knowledge, deterrents to
exercise, or the inability to adhere to a diet or exercise
regimen.

*  “You're talking to a man 50 years old that has been
doing this [eating certain foods] all his life. Now
you going to tell me tomorrow to cut out and do
none of this. So I tried it for a week, eating salad
and tuna fish out of a can with nothing else with
it. I almost died trying to do all of that stuff.”

* “But then, I had one doctor that finally went down
and got it right. I understand, ‘If you eat two
burgers; just eat one; don’t eat fries.” Then that’s
what I can deal with.”

» “If you have a physical job, you are exercising as
you’re working. You’re not going to get off work
and then go to the gym. I can’t see it.”

» “... but you know something, I still don’t
understand what you do to get rid of high

cholesterol but take the pill. It has got to do with
your weight, and I eat a lot of fried foods that ain’t
cool.”

*  “I have been working out at (the mall). Before my
husband went back to work, we used to work out
there about every other day, but now that he’s
working, I can’t really do anything because, like I
said, I have my child [with special needs] at home,
so I am basically a homebody.”

Patient motivators. There were some patients who
had success adhering to a diet change, such as gradually
decreasing portions or reducing consumption of
favorite, unhealthy foods. Usually those who were suc-
cessful were highly motivated: their willingness to make
TLC was influenced by personal experiences, actually
seeing results, such as losing weight, or fear based on
the problems or deaths of family members or close
friends.

* “My exercise gives me more energy. When I come
home, I clean the yard. And doing this, you know,
it’s giving me energy rather than sitting home,
you know, because I get tired sitting home.”

*  “My brother’s heart attack—it was a couple of
years ago now—and then another brother has been

Physicians

Table 2. High cholesterol awareness, treatment, and counseling

How do you go about identifying patients with
high cholesterol?
¢ Patient
¢ Age (>40 years)
» Diagnoses
* Race (African American)
¢ Reason for visit
e Laboratory measurements as recommended by
national guidelines (AHA, NCEP, ADA)

Patients

How do you usually counsel a patient with newly

diagnosed high cholesterol2

¢ One-on-one discussion

¢ Educational materials (pre-printed pamphlets,
web handouts, pharmaceutical companies,
professional groups)

¢ Depends on age, educational level of patient

* Do little, because the patient already knows

When you hear the words "high cholesterol” what
comes to mind?

* “Fatty substance”; clog

¢ Serum blood levels

e “Stroke"

e “Heart attack”

¢ Did not know

What are some ways of treating high cholesterol?

* Modify diet (eliminate soda, eggs, fried foods,
alcohol)

¢ Increase physical activity

* Medications

* Folk remedies (green teq, vinegar and honey)

AHA: American Heart Association; NCEP: National Cholesterol Education Program; ADA: American Diabetes Association

Where did you get your cholesterol information?

¢ Physician

¢ Family, friends

* Workplace

¢ Social or community groups (church, health
fairs, retiree groups)

¢ TV.commercials

What has your physician told you about high
cholesterol?

¢ Provided a pamphiet

¢ Test results not explained

e Just told to start diet and exercise

* Never told about high cholesterol
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diagnosed with diabetes, so those things kind of
keep me in line.”

Recommendations to Increase
Cholesterol Education

Patients and physicians were asked how to increase
patients’ knowledge of cholesterol prevention and treat-
ment (Table 4). Both strongly recommended that cho-
lesterol education begin at an early age. Physicians sug-
gested that education should be formal with incentives
to motivate the patient. Patients requested that their
physician provide them with specific information on
how to make TLC.

*  “But it (recommendations of certain foods) changes
every six months or so. You hear one thing is good

CHALLENGES IN MAKING THERAPEUTIC LIFESTYLE CHANGES

for you; the next time it’s not. They said beef ain’t
good for you, then they say pork ain’t good for
you, and then water is no good for you—before
you know it, you can’t breathe fresh air!”

“Say what really works, be specific—tell me what
exercise will make it go down.”

“Just tell me the truth, den’t sugarcoat it.”

“The doctor should tell you straight up, ‘This is
going to happen to you if you don’t do this or you
don’t do that.’ This is how it’s going to have to be.”

DISCUSSION

Cholesterol Knowledge Barrier

One of the most frequently mentioned patient barri-
ers to following TLC recommendation was lack of cho-

Physicians

Table 3. Lifestyle modifications advice, barriers, and motivators

How do you promote a healthy lifestyle to your
patients/How do you encourage a patient who is
not seeing results?
* Style
¢ Standard: Guidelines, calorie sheets, diet logs
« Direct: “No eating after 6 pm"
¢ Personal: Sharing personal experiences
¢ Encouragement; Compliments: “Weight loss is
gradual” “Keep up the good work”
e Ethnically sensitive: limit familiar foods
¢ Influences
* Rapport with patient
¢ Patient readiness and responsibility
 Patient compliance with recommendations
¢ Patient ethnicity

Patients

Barriers physicians described

¢ Lack of time to educate or treat patients

* Inability to meet unredlistic guideline goals

¢ Need for increased physician knowledge of
effective counseling methods

¢ Patient factors:

¢ Ready to make changes

¢ More educated

¢ Older in age

What are some patient barriers to lifestyle
changes?
¢ Lack of education
» Deterrents to exercise
¢ Lack of time
¢ Lack of family support
¢ Lack of motivation
¢ Physical impairment
* Poor weather deters outside activities
¢ Higher cost of healthy food
* Lack of convenient access to healthy food

Did your physician suggest losing weight first

before suggestion a CLM?

¢ Advised to begin diet and exercise

* Diet and exercise advice for other chronic
diseases (HTN, DM), not high cholesterol

¢ Physicians not specific about weight loss
techniques

What has worked for you? (Motivators)

¢ Past diet and exercise success

e Seeing results

¢ Personal experiences (life or death situations)

* Experiences or deaths of other family members
or close friends

HTN: hypertension; DM: diabetes mellitus

How have you changed your diet and physical
activity2 (Barriers)

¢ Noncompliance with a diet/exercise regimen
¢ Hard to resist temptation

 Feelings of deprivation when dieting

¢ Lack of diet and exercise knowledge

¢ Lack of motivation

* No perceived immediate benefit

¢ Physical impairment

* Manuadl labor job

« Poor weather deters outside activities

» Family obligations first priority

¢ Lack of cholesterol knowledge

* No clear advice from physician

¢ Poor resources

JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

VOL. 98, NO. 12, DECEMBER 2006 1899



CHALLENGES IN MAKING THERAPEUTIC LIFESTYLE CHANGES

lesterol knowledge. Both physicians and patients
expressed a need for the patient to better understand ele-
vated cholesterol, its effects on the body and how best to
treat it. Other studies of patient knowledge report a sim-
ilar need.*'*'* Ayanian'® reported that only 42.5% of
respondents knew their cholesterol level, and this
knowledge was significantly less common among those
who were less educated or less affluent, African Ameri-
can, smokers, or who had diabetes or peripheral vascu-
lar disease. Our physicians said that if patients were
more knowledgeable about hypercholesterolemia, they
might participate more actively in their healthcare and
be more likely to comply with TLC recommendations.
Although cholesterol knowledge alone is not sufficient
to improve CVD outcomes for most patients, knowledge
about the link between lifestyle and disease may be nec-
essary for patients to make TLC behavior changes.”
Discussions from the physician in “layman’s terms”
about high cholesterol may help educate their patients
and change some misconceptions about its origin, long-
term consequences and treatment.

Although assessment of health literacy was not a
focus of this study, lack of cholesterol knowledge may
be related to both limited literacy skills and/or low
health literacy. Forty-seven percent of people aged =16
years living in Detroit (the community of our patient
participants) are estimated at literacy level 1, charac-
terized as having difficulty using certain reading, writ-
ing and computational skills necessary for functioning
in everyday life. Ninety million people, half of all
American adults, are estimated to have low health litera-
cy, which is the degree to which individuals can obtain,
process and understand basic health information and
services they need to make appropriate health deci-
sions.?? People with limited literacy skills and low
health literacy tend to be less physically and psychologi-
cally healthy, often underestimate their own health sta-

tus and frequently are less compliant.’**? To compound
the problem, many educational materials are too
advanced for the average patient.**** Physicians are
therefore encouraged to assess their patients’ general
and health literacy so that future counseling and treat-
ment can be more productive. Instruments such as the
Rapid Estimate of Adult Literacy in Medicine test* and
the Medical Terminology Achievement Reading Test are
nonthreatening assessments that can be used to identify
patients with low reading levels. The Test of Functional
Health Literacy in Adults* can also be used by physi-
cians to assesses their patients’ functional literacy as
well as reading ability. Although these instruments may
take up to 20 minutes to administer and score, there are
shortened versions of these instruments, along with oth-
er literacy screening tests that take time constraints into
consideration.>*

Lack of knowledge about hypercholesterolemia also
may be related to patient reports that they don’t receive
clear advice from their physicians or that they receive
conflicting advice from other sources. Patients in our
study often said that their high blood pressure or dia-
betes—not high cholesterol—was mentioned by their
physician as a reason to make lifestyle changes. Perhaps
if physicians emphasized the importance of lowering
cholesterol along with maintaining a normal blood pres-
sure and healthy weight to prevent cardiovascular dis-
ease, it would help patients to understand the “big pic-
ture” that a healthy lifestyle is key to improving their
overall health.

Patients want more help from their primary care
physicians about dietary advice, setting realistic goals
and exercise recommendations.* Many African-Ameri-
can women report that they have never been encouraged
by a health professional to be active, only to lose
weight.*> Our patients reported confusion about the best
diet to help lower cholesterol and were unsure about the

Table 4. Cholesterol education recommendations

Physicians: What are some suggestions that will aid you in freating your patients with high cholesterol?

¢ Establish good rapport

* Learn what gets the patient excited
¢ Educate patients at their own level

* Provide patients insight to their disease
* Make practical, simple suggestions

* Use scare tactics if it works

Patients: What advice would you give to a doctor who wants to tell his patients about high cholesterol?

¢ Increased cholesterol education for patients
and physicians
« Start patient education in grade school
* Nonbiased sources of cholesterol information
* Education should be formal with incentives to
motivate the patient

* Physicians should provide detailed and specific
explanations ,

* Physicians should provide all information,
whether negative or positive

¢ Physicians should provide more literature

* Patients should ask the physician more questions -

* Less confusing material from the media

+ Community education should come from the
church, health fairs, or jobs

» Group discussions are a good resource to learn
from other's experiences

1900 JOURNAL OF THE NATIONAL MEDICAL ASSOCIATION

VOL. 98, NO. 12, DECEMBER 2006



most desirable fish to eat or recommendations for the
number of eggs to eat. Perhaps reliable resources sug-
gested by the physician would be beneficial.

Lifestyle Modification Barriers

Patients frequently mentioned the difficulty of mak-
ing TLC because of a lack of knowledge about diet and
exercise, physical impairments, lack of time and moti-
vation, and various family influences;® these findings
are similar to other reports in the literature.”** In anoth-
er qualitative study of African-American women, 44
nonexercisers viewed themselves as at an ideal weight
and cited similar barriers to exercises as we report. They
also had a different definition of being healthy com-
pared to exercisers and held the belief that it took up to
two years of exercise to reap health benefits.

Family influences can serve as an exercise motivator
for some and a barrier to others. In our study, some
patients reported having friends and family who moti-
vated them to exercise. Similar to the findings of Mosca
et al.,® others mentioned taking care of ill family mem-
bers, which left little time to focus on their own health
problems.

Forty-two percent of the patients in our study were
men, who reported similar barriers as the women, but
expressed these more simply. They either chose to mod-
ify their lifestyles or not, differing from the women who
discussed the many nuances of on-again, off-again diet
and exercise goals. The men expressed a lack of time for
physical activity because of work and a lack of knowl-
edge about the benefits of changing diet and exercise
habits. They reported receiving no clear advice about
diet and exercise from physicians. Their motivation
seemed to be directly influenced by the immediate con-
sequences of their own life-threatening illnesses or the
experiences of family and friends, similar to other
reports.*” Lack of time due to work demands is frequent-
ly mentioned by people with blue collar jobs, shift work
or physically demanding jobs.*

The difficulty of following a healthy diet was a
major theme during the focus group discussions. Physi-
cians discussed the high cost and low availability of
healthy foods as major barriers to patients, although the
only barrier discussed by patients was the lack of moti-
vation to follow a healthy diet. In the local neighbor-
hood surrounding the FMC, there are very few stores
selling fresh produce, in contrast to the many inexpen-
sive fast-food restaurants, liquor stores and convenience
food shops, typical of other urban areas.*’® These find-
ing support the epidemiologic data that CHD incidence
is higher in disadvantaged neighborhoods.*”

Our physicians described the limited time to evaluate
and educate a patient about high cholesterol; others
have reported this as well.***' Physicians usually man-
age an average of three problems per patient visit,' and
often report that they do not have adequate time to
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address the reason for the visit'' and rarely can provide
adequate counseling on TLC.'**

Physician attitudes, behaviors and lack of confidence
about lifestyle counseling were also barriers to diet and
exercise counseling. The physicians in our focus groups
stated a desire for more knowledge about diet and physi-
cal activity counseling.’>%* Action plan counseling may
be a useful strategy for physicians to help patients devel-
op small goals for behavior change.**¢ In addition, vari-
ous reviews,”” guidelines® and online resources from
professional organizations* may help physicians with
patient health education counseling skills.

Cholesterol Education
Recommendations

Most of the patients in our study visited their doctor =3
times per year, yet some were unfamiliar with hypercholes-
terolemia (which they all had) and its treatment. Patients
reported that they often rely on community-based sources
for cholesterol knowledge, the evidence-base of which is
not known. Patients may not feel empowered to broadly
discuss health issues with their physicians, and they may
obtain incorrect information from other resources. Both
physicians and patients advocated for patient cholesterol
education that came from nonbiased sources and was pro-
vided in community settings.

Some of our physicians desired more training in
behavioral and counseling strategies to help patients
make TLCs. Patients are eager to be counseled about
specific, effective methods to help with diet and physi-
cal activity, yet physicians should consider their
patients’ ethnicity as well as degree of general and
health literacy when providing lifestyle counseling. One
patient was helped by physician advice to decrease por-
tions of familiar foods, rather than avoiding these and
starting a diet of unfamiliar foods and recipes. Perhaps
collaborative goal setting with their physician can help
patients achieve TLC.%

Using patient education materials designed at a low
reading level may also aid in patient education. Our
patients expressed an interest in participating in more
focus groups, or group-like discussions. Group visits,**!
which may be an appropriate and inexpensive alternative
to the traditional office visit, are a powerful way for
patients to be positively influenced by the strategies of
other patients coping with the same condition.*

Strengths and Limitations

One strength of this study was its sample of urban
African-American patients with documented high serum
cholesterol. We conducted four patient focus groups and
believe saturation was achieved, as the group discussions
yielded similar information. Another strength was the
inclusion of the physicians who provide healthcare for
these patients. Including perspectives from both patients
and their physicians provides useful information about
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doctor—patient communication, as well as perspectives
about implementing lifestyle changes. A possible limita-
tion to the study findings is that participants were drawn
from one practice site, and the patients may not be repre-
sentative of all African-American patients seen by family
physicians. Nevertheless, these patients demonstrated a
wide range of knowledge, attitudes and behaviors toward
nonpharmacological treatment of high cholesterol and
expressed similar barriers to lifestyle modifications as
other nonminority patient populations. Also, there was a
large variation in patient focus group size (2-11
patients), which may have affected the ability to partici-
pate in answer sharing in the largest group. However, all
patients provided some answers to the questions present-
ed, especially when specifically prompted. Lastly, the
physician focus groups were conducted by researchers
known to the physicians. This could have inhibited their
audiotaped conversations; however, there was no indica-
tion that this was a concern, with lively discussions in
each focus group.

CONCLUSION

Our study objective was to better understand the dif-
ficulties faced by African-American patients and their
physicians when using TLC to treat hypercholes-
terolemia. The barriers to using TLC to lower choles-
terol most frequently mentioned by physicians were:
inadequate knowledge about how best to counsel
patients to achieve behavior changes, the inadequate
amount of time during the patient visit, and patient
readiness and responsibility for self-care. Patients often
said they had not received clear physician advice about
how to be successful in making TLCs. Patients were
frank about their own inability to stick to a diet or exer-
cise regimen. Both patients and physicians suggested
more public education about high cholesterol.

Our findings were similar to those of other studies
that reported on nonminority patient attitudes and barri-
ers.!*!® Although it is important to know that urban
hypercholesterolemic African-American patients have
similar attitudes, beliefs and barriers with lifestyle
changes as other demographic groups, the findings
from our study do not suggest how these may influence
the health disparities in cardiovascular risk experienced
by African Americans.

Physicians sensitive to cultural variations in diet and
lifestyle may be more effective with TLC counseling to
improve diet and physical activity. Considering patients’
general and health literacy, ethnicity and culture, access
to healthy foods, and readiness to change can help per-
sonalize lifestyle counseling. Patients seemed to enjoy
the focus group atmosphere, and several indicated an
interest in participating in further group discussions,
suggesting the potential benefit of group visits for
patients attempting lifestyle changes.
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